The incidence of cerebral haemorrhage was studied from a population-based stroke registry. The incidence was 12-3 per 100 000 per year in women and 13-9 per 100 000 per year in men, with a peak in the eighth decade and a male preponderance. Haemorrhages were deep seated and mostly due to hypertension. Recognised clinical characteristics of haemorrhage are acute onset, convulsion, vomiting, and disturbed consciousness. This study showed that cerebral haemorrhage may present with pure motor deficit or transient deficit preceding the stroke. The mortality was 51% in the first month, and 61% by two years.
Accepted 10 December 1990 Stroke incidence varies in different studies partly because of different methods including retrospective studies,' cohort studies,2 and prospective stroke registries based on hospital,34 or defined populations.7 All studies have shown a steep rise in incidence with increasing age.
The Rochester' study has shown a steady decline in incidence in that population over several decades. 8 The proportion of strokes due to haemorrhage has been estimated as about 25% of all strokes, with great variation from the Framingham study (5%)2 to the Shibata (30%)6 and Akita studies (30%).9 Racial characteristics may contribute to these differences, but we think that the method of diagnosis of haematomas (with or without CT scans) is one of the major causes. The oldest studies did not use CT scan without which diagnosis of stroke mechanism is often erroneous. 10 Since 1985, we have established a population-based stroke registry in Dijon using systematic CT [6-90-18-72] over the first hours. Lacunar infarcts are either not seen, or seen as a little circular hypodensity in white matter.
For patients dying at home, death certificates were reviewed in the District Health Office. This type of death does not exceed 4% of deaths from haemorrhage. Each patient dying in a care unit has a necropsy examination.
Every observation was reported on a check list of 89 items, indicating age, antecedents, clinical type of neurological abnormality, biological data, CT scan and clinical evolution. These 89 items were kept on an information data bank. To preserve confidentiality, the names were substituted by a number. Incidence was calculated from the number of first ever haemorrhages in a lifetime stroke during the five years of the study, and the number of inhabitants of Dijon, adjusted on 100 000 inhabitants, according to age and sex. Because of the starting point of the study, it is not possible to consider prevalence. Confidence intervals were calculated according to the Miettinein method. For our long-term survival study (117 weeks), we used the 16 deaths among the 26 Table 2 shows age distribution by sex for patients with primary intracerebral haemorrhage according to the number of people in the population (denominator) in each sex-and age-bands. This age distribution differs by sex.
We observed no significant difference of agestandardised incidence in men and women, between each ofthe five years ofthe study (table  2) .
The haemorrhage was located in the putamen in 36 cases (42%), thalamus in 22 (26%), cortical area in 16 (19%), cerebellum in eight (9%) and brainstem in five cases (4%). There is a good correlation between hypertensive arteriopathy and putamino-thalamic haemorrhage (p < 00 1). In our registry, 93% of primary intracerebral haemorrhage were admitted to public hospitals, 5% to private hospitals, and 2% remained at home. For cortical infarction, 90% are admitted to public hospitals, 8% to private hospitals, and 2% remain at home. For lacunes, differences were greater with 71% admitted to public hospitals, 20% to the private hospitals and 9% at home. In public hospitals, 9 5% of strokes are primary intracerebral haemorrhage, compared with 3% in private hospitals and at home. There may have been under-reporting of cases of cerebral infarction not referred to public hospitals, and of cases of subarachnoid haemorrhage who died suddenly without being admitted to hospital. 23 We preferred to classify all the patients without CT scan or necropsy diagnosis in the group of "uncertain mechanisms", which represents only 11% of our patients. The Oxford study (22%) were classified as uncertain, or only 5 % with a clinical scoring system, which we know to be inaccurate.'0 Clinical diagnosis is especially inaccurate in the elderly. Other community-based studies have had similar difficulties with elderly patients.7 27 29 Therefore proportions, incidence and case fatality rate of haemorrhage in the elderly need to be interpreted with caution. The fatality rate of the group of "uncertain mechanisms" was similar to the group of primary intracerebral haemorrhage in our study, and in Oxford.24 This age artefact may explain the apparent decline in the incidence of primary intracerebral haemorrhage' in the oldest groups, while the incidence of cerebral infarction continued to rise slightly with age. The incidence of primary intracerebral haemorrhage does not decrease when CT was used to discover small haematomas.3'
The distribution of the pathological types of first stroke is similar between Dijon, NorthAmerican and European community-based studies.72425 28 1' It seems that the proportion of haemorrhagic strokes in Japan26 and China33 is higher, because either the number of cases involved is small, or the rate of confirmation of stroke type is not high.
In Dijon, we observed that the male preponderance from primary intracerebral haemorrhage (male/female = 15:1) is lower than in cerebral infarction (male/female = 2 7:1), and that relation between primary intracerebral haemorrhage and age (mean age 63 years in men and 59 years in women) is not as evident as between cerebral infarction and age (mean age 78 years in men and 76 in women).
Nevertheless, whilst the proportion of primary intracerebral haemorrhage is similar in Western community-based studies, there is a great variation in the reported case fatality rate. The 30 days case fatality rate for primary intracerebral haemorrhage was 47% in Dijon, 50% in Oxford,24 and 84% in Rochester,
Minnesota.25
This may be because methodological differences exist between these studies. The best case fatality rates in the new registers, reflect the more accurate diagnosis by CT of small haematomas with a good prognosis, and the prospective, and not retrospective, collection of data. Furthermore, we know that there is a decline in the population mortality due to stroke in general, and by haemorrhage in particular.25 34 35 The decline of mortality is not due to treatment32 since only a small part of stroke (40%) is not managed in hospital. Case fatality rate was low in hospital-based registers at Lausanne4 and Hamburg36 (20% at one month). The decrease of stroke from cardioembolic origin may also explain the decrease of fatal strokes. 37 We emphasise that as in the Oxford study, we studied only first-ever in a lifetime stroke, because aetiological factors 
